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A heterotopic pregnancy is the coexistence of intrauterine and
extrauterine pregnancy. It can be as rare as 1:30,000 in sponta-
neous pregnancies but can be as high as 1:100 following artiﬁcial
reproductive techniques (ART) [1]. Bilateral tubal ectopic preg-
nancy is another extremely rare clinical condition, with an esti-
mated prevalence of 1:200,000 in spontaneous pregnancies [2]. It
accounts for one in 750 to one in 1580 ectopic pregnancies [3].
Heterotopic triplets are even more uncommon, and cases with
bilateral tubal ectopics and coexisting intrauterine pregnancy are
limited, if not unheard of. To add to the rarity of these clinical
conditions is when there is a heterotopic triplet pregnancy with
bilateral tubal ectopics resulting from the transfer of only two
embryos as is explained in the case of our patient.
Our patient was a 37-year-old woman with unexplained sec-
ondary subfertility of 6 years (gravida 2, para 0 þ 1 miscarriage)
with a conﬁrmed intrauterine pregnancy after her ﬁrst attempt of
in vitro fertilization (IVF). She had controlled minimal ovarian
stimulation for a total of 10 days. Four mature eggs were retrieved
on Day 11, and intracytoplasmic sperm injection was performed on
all the eggs. Only two embryos at the 12-cell stage were found
suitable for transfer. The patient was prescribed with oral dydro-
gesterone 8 hourly for luteal support. The Day-10 posttransfer
serum b hCG level conﬁrmed a successful implantation, and she
was scheduled for follow up. Unfortunately, she presented herself* Corresponding author. Obstetrics and Gynecology Department, Kulliyyah of
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vaginal spotting of 1-week duration at 8 weeks' gestation. Although
she was diagnosed with missed miscarriage, she was also surpris-
ingly treated as having severe ovarian hyperstimulation syndrome
(OHSS). She was given two units of blood in view of hypotension
and anemia with hemoglobin of 9.5 g/dL. She was then transferred
to our center once her condition stabilized.
Upon admission, she was alert and conscious but appeared very
pale. She was afebrile, and her vital signs were surprisingly stable
with blood pressure of 115/50 mmHg and a pulse rate of 78 beats/
min. Abdominal examination demonstrated generalized distension
with tenderness. Hemoglobin and hematocrit were 7.6 g/dL and
25.4%, respectively, and thewhite blood cell count was 22.1 109/L.
Her platelet count and coagulation proﬁle were within normal
limits. An ultrasound scan revealed an intrauterine pregnancy with
crownerump lengthmeasurements of 18.8mm, corresponding to 8
weeks and 6 days, of gestation (Figure 1), with the absence of a fetal
heartbeat. Another gestational sac was noted in the right adnexa
with similar dimensions (Figure 2). Free ﬂuid in the pouch of
Douglas and abdominal cavity was also noted. A diagnosis of
ruptured heterotopic pregnancy was made, and the patient was
counseled for surgical management. However, she was agreeable
only to surgical management of the ectopic pregnancy and refused
surgical evacuation of the failed intrauterine pregnancy as she was
still hoping for the survival of the fetus.
Upon laparoscopy, about 1.5 L of hemoperitoneum was
encountered. The uterus was bulky at 10 weeks' size. Both ovaries
were normal. Fitz-HugheCurtis adhesion was noted together with
ﬂimsy adhesion from the large intestine to both lateral pelvic walls.
A ruptured right tubal pregnancy measuring 4  4 cm was
conﬁrmed. To our surprise, there was an intact tubal pregnancy
measuring 3  2 cm (Figure 3) in the contralateral tube. Bilateral
salpingectomy was performed. The patient was transfused with
two units of packed cells. The bilateral ectopic pregnancies were
conﬁrmed by histopathology examination.
The patient's postoperative recovery was unremarkable. Her
posttransfusion hemoglobin was 8.3 g/dL. She was treated for
possible chlamydia infection and was also prescribed with oralby Elsevier Taiwan LLC. This is an open access article under the CC BY-NC-ND license
Figure 1. Transabdominal ultrasound of patient's uterus showing intrauterine preg-
nancy with CRL corresponding to 8 weeks and 6 days. CRL ¼ crownerump length.
Figure 2. Transabdominal ultrasound of patient's uterus with right adnexa showing
extrauterine right tubal ectopic pregnancy together with intrauterine pregnancy.
Figure 3. Laparoscopic image of the right and left tubal ectopic pregnancies of the
patient prior to salpingectomy.
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possibility of spontaneous miscarriage. As expected, she had a
spontaneous complete miscarriage just 5 days after surgery.
Heterotopic triplets at three different sites with bilateral tubal
ectopic pregnancies coexisting with an intrauterine pregnancy
derived from only two embryos are very rare and unheard of but
possible, especially with the advent of ART [4e8]. Murakoshi et al
[5] have reported a dichorionic diamniotic twinning after a single
blastocyst transfer. Monozygotic triplets and dizygotic twins
following transfer of only three cleavage-stage embryos have also
been reported [6]. Advanced maternal age may also lead to a trend
of monozygotic twinning following IVF [6,7]. Thus, it might not betoo surprising to have two 12-cell embryos becoming three em-
bryos and ending up in three different places as is explained in our
report. One other possibility is that the patient has had a sponta-
neous conception concurrent with the IVF pregnancy.
Bilateral ectopic pregnancy is difﬁcult to diagnose at the pre-
operation stage due to its rarity and the difﬁculty in identifying it
via ultrasonography. However, it is surprising that our patient was
initially misdiagnosed as an OHSS case despite her being hypo-
tensive and requiring blood transfusion and the fact that the con-
dition developed verymuch later than usual for OHSS. Nonetheless,
the diagnosis of heterotopic pregnancy may be missed especially
when intrauterine pregnancy has already been conﬁrmed sono-
graphically and the attending doctors have limited experience in
dealing with pregnancies following ART. Hence, clinicians should
pay attention to the intraoperative inspection of both fallopian
tubes in any ectopic pregnancy case, particularly pregnancy from
ART. In addition, clinicians should be aware of potential rare in-
trauterine ectopic pregnancies, such as those that occur intramu-
rally, at the cervico-isthmic region, at the uterine cornu, or at a
previous cesarean scar. These can also lead to catastrophic out-
comes if not diagnosed or managed accordingly. A systematic re-
view found that 52% of cesarean scar pregnancy cases follow one
caesarean section, 36% after two, and 12% after three or more [9].
The advent of ART has made the rare becoming commoner, as in
the case of heterotopic pregnancy with bilateral ectopic pregnancy.
The timely detection of heterotopic pregnancy requires a high in-
dex of suspicion especially when the patient is in the high-risk
group presenting with the classic signs and symptoms of ectopic
pregnancy. Medical technology may have improved, but the simple
dictum of “think ectopic”must not be forgotten. “Rare” or “unheard
of” does not mean “never” or “impossible.”Conﬂicts of interest
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